P < .001) even with the loss or addition of faculty during the period studied. The average age of the patients significantly decreased over the time frame studied from 68 to 59 years (P < .001). The majority of patients treated were male, although there was a significant increase in female patients from 39% to 45% (P < .001). With regard to overall case mix, there were 11 major case categories that defined our practice detailed in the Table with representative yearly totals. The Fig focuses on the case volume trend for aortic, peripheral arterial, carotid, thoracic outlet, dialysis, venous, and amputation surgery. Overall, endovascular case volume increased significantly, going from 49% of our case volume in 2003 to 66% of our case volume in 2013 (P < .001). The most commonly performed procedures were wound care surgery followed by diagnostic procedures throughout the study period. Peripheral vascular surgery became the third most common procedure (going from 11% to 14% of our case volume), whereas amputations and miscellaneous procedures were the only category to significantly drop during the 11 years (P < .001). Other significant trends included an increase in dialysis access from 2% to 5.1% of our practice's case mix and a rise in wound care from 32% to 37% (P < .001).
IP245. The Role of Vascular Surgeons Is Increasing in the Management of Trauma
Sarasijhaa K. Desikan, Jake Hemingway, Mohini Dasari, Niten Singh, Benjamin W. Starnes. University of Washington, Seattle, Wash
Objective: Vascular surgeons are called to aid other surgical specialties for complex exposure, hemorrhage control, and revascularization. The changes in training paradigms have led to an increase in vascular surgery participation with trauma patients. This study reviews the incidence, indications, and outcomes of emergent operative vascular consultations at a level I trauma center during a 15-year period.
Methods: All operative cases in which a vascular surgeon was involved but not listed as the primary surgeon were abstracted during the study period (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) (2016) (2017) through Horizon Surgical Manager, a documentation system used in our operating room to track staff present, type of case, and utilization.
Results: Initially, 256 patients were identified; 22 patients were excluded because the case was a joint or elective procedure. This left 234 emergent operative vascular consultations; 65% (n ¼ 152) were intraoperative consultations requiring an immediate response. The mean age of the patients was 38 years, with a 73% male predominance. The majority of consultations were for trauma (n ¼ 189 [81%]), followed by iatrogenic injury (n ¼ 32 [14%]). The most common consulting services were trauma surgery (n ¼ 103 [44%]) and orthopedic surgery (n ¼ 94 [40%]). Frequent indications for consultation were extremity malperfusion, hemorrhage, and concern for arterial injury (Table) . Average operative time for the vascular component of the procedures was 2.4 hours. Of patients presenting with ischemia, revascularization was successful in 94% (n ¼ 116). Hemorrhage was controlled in 99% (n ¼ 122). In-hospital mortality was relatively low e150 Abstracts
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June 2018 at 7% (n ¼ 17). Overall, there has been a significant trend toward increased vascular operative consultations during the study period (Fig) .
Conclusions: Vascular surgeons are essential team members at a level I trauma center. Vascular consultation in this setting is often unplanned and requires immediate intervention. When consulted, the vascular surgery service is effective in quickly gaining control of the situation to provide exposure, hemorrhage control, and revascularization if warranted. The frequency of vascular consultation is increasing, and it is paramount that hospitals provide adequate staffing to meet rising demand. Declining experience of trauma surgeons with vascular trauma may have an influence on this increase in demand. Objective: Practice management in vascular surgery requires a delicate balance of elective procedures both within and outside of hospital-based settings paired with readily available emergency surgical capabilities. Several recent studies have emphasized that emergency vascular surgery as well as intraoperative assistance to other surgical and interventional specialties represents a substantial portion of vascular surgical practice, especially in a university-based setting. One solution to this balance is a vascular hospitalist setup, or on-service model, whereby one surgeon is dedicated to the inpatient service and available to cover any urgent or emergent cases. Whereas this is well described in the acute care surgery and trauma population, few studies describe a vascular surgery hospitalist model. Our institution started an on-service model in 2013, and we sought to evaluate the impact on the surgeon's productivity. Our hypothesis was that the on-service model would maintain in-hospital volume and allow increased productivity at offsite and outreach facilities where predominantly elective procedures are performed.
Methods: Departmental databases were queried for procedure numbers, work relative value units, and charges performed by vascular surgeons within the health care system. Comparison was made before and after initiation of the on-service model, which occurred in August 2013 (fiscal year 2014), of the group of surgeons involved in on-service coverage. In addition, the data were stratified on the basis of location at the main university hospital compared with offsite and outreach facilities. Total relative value units during the 2 years before initiation of the on-service model were averaged to create a baseline at both the university hospital and offsite facilities. This was compared with the following 4 years expressed as percentage growth over baseline.
Results: We found that the overall productivity within the university hospital was relatively stable in year 1 and year 2 (3% and À3%), with a slight increase in year 3 and year 4 (13% and 7%). The offsite facilities, however, demonstrated a more significant increase during this time at 6%, 11%, 34%, and 31% at years 1 to 4 over the original baseline. Total productivity demonstrated growth over baseline in all 4 years (4%, 1%, 19%, 14%).
Conclusions: The on-service model preserved university hospital productivity with an increase in the productivity in the offsite facilities of the providers involved in on-service coverage. This model of vascular coverage allows consistent inpatient management and readily available emergency vascular surgery coverage but also development of elective and outreach practice, demonstrating a viable strategy for vascular surgery practice management.
